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MYASTHENIC REACTION FOLLOWING ELECTRIC SHOCK; 
RESPONSE TO PROSTIGMIN 


By Norman Rerper, M.D., anp Eart Saxz, M.D. 


The myasthenic syndrome, as a rule, has no known precipitating 
etiological factors. There are numerous reports (1) of a myasthenic 
reaction following a severe infection, pregnancy, or lead poisoning, 
but a search of the literature was unable to uncover any report of the 
myasthenic reaction following electric shock. Two cases bearing 
some resemblance to one reported herein are dissimilar in sufficient 
details for us to consider this case unique. The first of these cases 
was reported by Draper (2) in which there occurred numerous neuro- 
psychiatric sequellae, following electric trauma, but there is also 
evidence in this case of multiple etiologic factors. Dr. Sidney I. 
Schwab of St. Louis has personally communicated with us in regard 
to a case of myasthenic reaction in a single extremity following light- 
ning shock, in which there was excellent response to prostigmin. 
Doctor Schwab felt, however, that the neurotic element was not 
sufficiently ruled out in his case and for that reason did not consider 
it clear cut enough to report. The following case, complicated to 
some extent by transient damage to the central nervous system and 
(possibly) endocrine system, responded well to prostigmin. For this 
reason and also because recovery from a severe electric shock is rare, 
the case is reported. Moreover, it is possible that the electric shock 
may have produced the same patho-physiology which occurs in myas- 
thenia gravis, for only in the latter condition is prostigmin of any 
value. 


CASE REPORT 


The patient was a 50-year-old white male who had always enjoyed 
good health until the injury which occurred on August 10, 1937. For 
nine years prior to that time he had been employed by a power com- 

any as anelectrician. While at his work near a transformer one day, 
* seized with his bare hands a ‘‘dead wire’’ which was 22 inches 
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away from the closest wire carrying electricity. Suddenly he heard 
a snapping sound and was stunned, falling against a support, but did 
not lose consciousness. His fellow workmen saw a flash and heard 
the noise, hurriedly climbed up the transformer where he was working, 
and carried him to the ground. At the time it was found that he had 
burns on the palms of his hands and the soles of his feet, but he com- 
plained only of weakness in his arms and had no pain. The wire from 
which he received the shock was found to carry 13,200 volts of un- 
known amperage and frequency. 

For the first week thereafter he remained in bed, receiving treatment 
for his burns which healed rapidly. Meanwhile he noted that his 
appetite was poor and he became severely constipated. His most 
marked symptom was exhaustion which remained unchanged in 
intensity throughout the day. After he arose from bed he found he 
was too weak to work, although he made numerous attempts. He had 
become sexually impotent since the time of the shock and he aged 
greatly in appearance. 

On March 19, 1938, he was admitted to the Menninger Sanitarium. 
The general physical examination revealed no outstanding findings 
except that he appeared about 20 years older than the age of 50. 
Although his motor power was excellent and his muscular tone nor- 
mal, he tired very easily on repeated effort. For instance, on opening 
and closing the hands he had to discontinue his effort after thirty 
times because of weakness. He could begin again after a brief rest. 
All deep reflexes were exaggerated. The biceps reflexes could be 
exhausted in twenty jerks. There was a slight right facial weakness 
and a left Babinski sign. All the abdominal aden were present. 
There were no sensory findings or ocular signs. His speech was normal 
and he had no difficulty in swallowing or eating. 

All laboratory tests were normal including examination of spinal 
fluid and roentgenological examination of his chest and skull. There 
was no mediastinal enlargement. A biopsy of muscle was not ob- 
tained. The Jolly test was positive on one occasion shortly after his 
admission to the Sanitarium. The right adductor pollicis became 
exhausted after forty contractions. 

A very careful investigation of the psychiatric aspects of his case 
revealed no pathological findings. The man was sincere and gave no 
evidence whatsoever of malingering or of attempting to derive second- 
ary gains out of his illness such as compensation or a retirement 
pension. 

For a few days ephedrine sulphate by mouth was given him without 
affording any relief. And then, because of the myasthenic reaction, 
prostigmin was tried. After the first injection of 0.5 mgm. he was 
able to open and close his fist a hundred times without fatigue. On 
March 25, he was given 15 mgm. of prostigmin orally three times a 
day, and with the continuation of chis medication he was able to 
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work in the craft shop at the Sanitarium for six hours a day without 
undue effort. After he was placed on medication, the Jolly test was 
repeated and found to be negative. His constipation diminished 
gradually. On March 31, 1938, he was discharged from the Sanitarium 
very much improved but seill feeling too weak to return to his former 
position. He did undertake light tasks on resumption of his employ- 
ment. It is of some interest to note that so long as he was receiving 
prostigmin orally, his physical ability remained constant throughout 
the day; in other words, he was no more tired in the evening than he 
was in the morning. 

While he was still in the hospital, in order to determine whether the 
prostigmin was acting by means of psychological effect, a substitution 
of inert material was made for the prostigmin. The day that this 
was tried he became extremely fatigued, did not feel like leaving his 
room, and complained of weakness. As soon as the prostigmin was 
again administered, his strength and vigor returned. 

On September 15, 1938 he was again seen because his employers felt 
that he was beginning to show some mental symptoms. Examination 
on this day revealed that he did have some mental changes which had 
been absent previously. He was unable to concentrate well and did 
rather poorly on simple arithmetic problems. Aside from these, how- 
ever, his mental examination disclosed nothing abnormal. He had 
no memory defect. The neurological examination on this day was 
entirely without pathological findings. The left Babinski and the 
right facial weakness had disappeared. 

On October 5, 1938 information from his attending physician in his 
home town was to the effect that he was continuing to work and that 
his mental symptoms had cleared up. Moreover, he was able to do 
heavier work than formerly. On one occasion his physician 
substituted placebos for his prostigmin, and the weakness promptly 
returned. During this sastall af time in which he received prostigmin 
his constipation became less and his potency improved. On May 29, 
1939 we had further information that the patient had not taken any 

rostigmin for three weeks, that he was ilies well without fatigue, 
and that he had resumed his former heavier duties without difficulty. 


COMMENTS 


The sequence of events appears to justify the assumption that the 
electric shock was a definite etiological factor in this case. However, 
the abrupt onset, the absence of involvement of the ocular muscles, 
the persistence of the same degree of fatigue throughout the day, the 
absence of involvement of the laryngeal and pharyngeal muscles, and 
the positive neurological findings militate against the diagnosis of a 
true myasthenia gravis. Wherever the site of the main pathology, it 
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seems clear that not only was the muscular system involved but that 
some damage to the central nervous system was present. The im- 
potence and the rapid aging are very suggestive of damage to the en- 
docrine system. It is conceivable, furthermore, in consideration of the 
positive neurological findings and the transient episode of intellectual 
impairment, that vascular pathology was also present. To what 
degree this contributed to the symptoms is very difficult to tell. The 
important point in consideration of all these factors is that they were 
reversible, regardless of the site or nature of the pathological process 
or processes. 

The response to the prostigmin in this case was significant. Since 
it is already established that this drug, although tried in many differ- 
ent diseases with myasthenic symptoms, is successful only in myas- 
thenia gravis, it is fair to conclude that the disturbed function in this 
case, which led to the myasthenic reaction, was present in the same 
location where the pathology exists in myasthenia gravis, namely the 
myo-neural junction. The injury here also appears to have been 
reversible. Whether the prostigmin aided in the normal reparative 
process which accounted for the reversibility of all the phenomena is 
an interesting academic point, but one which cannot be settled one 
way or another. 


CONCLUSION 


The abrupt development of a severe myasthenic reaction following 
electric shock is described. Evidence is adduced to show that other 
systems, notably the central nervous system, the endocrine organs, and 
possibly the vascular system, were involved in addition to the muscular 
system. The patient made a gradual recovery over a period of two 
years with the oral ingestion of prostigmin. The reversibility of the 
patho-physiological processes is emphasized. 
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THE USE OF PSYCHOANALYTIC PRINCIPLES IN OUT-PATIENT 
PSYCHOTHERAPY 


By Haritan Crank, M.D. 


The problem of administering prompt and adequate psychotherapy 
to cases that do not require institutionalization has long been a bug- 
bear to the free medical clinic. The Neuropsychiatric Division of the 
Topeka City Clinic is no exception to the fact that lack of time and 
facilities constitute a great handicap in supplying the type of 
psychotherapy that is most needed. However, by the appreciation 
and the application of psychoanalytic principles considerable improve- 
ment can often be effected in the social adjustment of patients, as well 
as in the amelioration of their psychosomatic symptoms. In 1937 
Knight (1) pointed out that by using psychoanalytic concepts, con 
siderable assistance could be given to patients in short mental hygiene 
consultations, where the referring physician had already conducted 
the physical, neurological, and laboratory examinations (from which 
valuable psychiatric clues may often be obtained, as described by 
Reider (2), Michaels (3) and others). 

Knight pointed out the importance of allowing the patient to act 
and talk spont:neously in the psychotherapeutic situation, especially 
in the first few interviews. As a corollary to this, it is absolutely 
imperative that the patient and the physician have as much privacy 
as possible and that the physician reassure the patient that confidences 
will not be revealed to the family, to social agencies, or clinic workers 
without his permission. In the first interview the patient will very 
often reveal the most significant aspects of the illness, either by the 
recital of symptoms and disturbed interpersonal relationships, or the 
omission of significant attitudes, symptoms, or feelings which are 
readily apparent from the cursory examination of the family constella- 
tion and historical data. Nevertheless, the patient should be allowed 
to talk freely without following any routine history outline, thus 
allowing the most immediate causes of anxiety to obtain preference. 
When such leads have been given by the patient, the physician may 
then very judiciously direct his questions to further penetrate the 
patient's defenses. 
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The following case report illustrates the techniques described above 
in the revelation of material which was used not only to assist the 
patient to achieve better social adjustment but to relieve distressing 
psychosomatic symptoms. 


CASE REPORT 


A 36 year old white single man presented himself at the Clinic with 
complaints of several years’ duration; namely, severe headaches, ex- 
haustion, periods of confusion, disorientation, and severe anxiety, 
the latter symptom usually being accompanied by vertigo and head- 
ache. The patient was the fifth of six siblings, two of them having 
died in childhood. The patient was the only single sibling, his two 
older brothers and the younger sister being married. The brothers 
and the sister were all quite neurotic and unhappily married with 
histories of clashes between the mother and the married partners. 
The father had died two years previously, at the age of 76, and his 
death was a blow to the patient, who had always been quite devoted 
to him. The father had been a rather rigid person, overly con- 
scientious and religious, and a poor business man. The 63 year old 
mother had always dominated the entire household and was a sadistic, 
hypercritical oe nagging individual, who had interfered with the 
lives of her husband and all of her children. 

The information available was that the patient had always been a 
shy, fearful, and inhibited person during his youth. Although he was 
an excellent pupil in grammar school he led a rather erratic course 
during his high school years, when his interests were mostly centered 
in athletics, with practically no outside social activities. After 
rere from high school at 21 years of age, he began to support 

oth of his parents by working at various jobs, mostly as a manual 
laborer, although he was capable of higher types of work. For a 
number of years the patient had difficulty with his work because of his 
sensitivity, his shyness, and his inability to withstand ‘“‘razzing”’ 
without becoming angry or fearful. With the aid of some hobbies 
he was able to carry on, but his social life was very narrow and limited. 
In 1933, nine years after his graduation from high school, the patient 
was laid off his job and was mee by his nagging mother to join the 
relief rolls, much against his will. From this time on the patient had 
an exaggeration of his chronic hypochondriacal complaints and added 
to this an almost incredible series of physical ailments, including a 
series of boils, a heat stroke, a nose nay stomach ailments, con- 
stipation, hemorrhoids, insomnia, irregular alcoholism, and many 
minor traumatic injuries. Prior to the patient's referral to the Clinic 
he was quite exhausted, unable to work, and had lost forty pounds. 

Physical examination revealed a tense, muscular, but lean young man 
who showed no remarkable findings other than a high-pitched aortic 
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second sound and a blood pressure of 175/110. Neurological examina- 
tion was essentially normal except for findings indicative of anxiety. 
Blood studies, urinalyses, blood chemistry, B.M.R. and X-rays of the 
skull and chest were all within normal limits. 

In the first interview with the patient, some significant clues as to 
the dynamic structure of his difficulties were unfolded. He appeared 
very tense, suspicious, and cowed, but seemed anxious to talk about 
himself, telling about his episodes of anxiety, vertigo, and confusion. 
The examiner's only questions were directed at the symptomatic 
nature of his illaess. the patient was allowed to talk freely, and he 
related that he had been living a very seclusive life and had been de- 
pressed for over three years, chiefly because of remarks that his mother 
and sister had made insinuating that his mind ‘‘was not right.’’ He 
than related suicidal phantasies that he had entertained for several 
years, eventually resulting in his refusal todriveacar. He then spoke 
very vehemently about his domineering mother and the fact that his 
older brothers and his sister had always taken the attitude that it was 
his place to support the parents, rather than to marry and have his 
own family. At the close of the interview he souinad agile grateful 
and relieved. 

A week later he was given a physical and neurological examination. 
During the examination he seemed unusually tense and modest, and 
even though his genitalia were not closely examined, he volunteered 
the information thee although he had formerly had occasional hetero- 
sexual experiences, for the last years he had had no sexual desire because 
of his preoccupation with his own illness. The patient was given 
reassurance to continue the visits, and in view of the mild hypertension 
and the marked anxiety and insomnia, a prescription of phenobarbital 
gr.} three times a day was given. 

In the next interview, the patient seemed much better in every way 
and voluntarily stated that he felt like a new person and attributed his 
improvement both to the medication and to the verbalizing of some 
of his anxieties in the previous interview. He felt quite encouraged 
and proudly told the examiner that he had responded to some of his 
mother’s nagging by defending his own ideas and expressing his 
determination to live his own life. He also remarked that he felt 
much more affable and had been sociable with his neighbors for the 
first time in many months. He further stated that he no longer felt 
that people were watching him and criticizing him when he walked 
along the city streets. His appetite was good and he was sleeping 
soundly. His blood pressure had dropped to 140/84. 

In subsequent interviews the patient seemed much less tense and 
because he was allowed to talk without interruption, he gradually 
began to elaborate further his symptoms and interpersonal relation- 
ships. At the same time, he expressed a desire to “‘get out from under 
his mother’s thumb."’ The examiner encouraged him to take up his 
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residence with one of his siblings. With the cooperation of social 
agencies, separate maintenance for the mother was arranged, and the 
patient went to live with his younger married sister. For several 
interviews, the patient expressed great confidence in the examiner and 
indicated his determination to get well. It was learned that things 
were not going too well in his home life because of his sister's nagging 
and her desire to force the patient to do things he disliked. 

Several episodes pence pr wen he had rage attacks with headache, 
vertigo, and confused feelings which were directly related to his 
hostility toward his sister, but his economic yea oe on her pre- 
vented him from expressing his hostility directly. On several oc- 
casions he appeared quite guilt ridden and Rename a very passive but 
friendly approach was continued nevertheless. Several times the 
patient indicated that he was on the verge of telling something very 
significant, but he never got around to it. His blood pressure was 
checked at each interview, and finally, some two months after the 
initial interview, the patient related a very significant story. 

He said that he had been hounded all of his life “ fears about sexual 
matters, and that he felt very ashamed that he had not told the ex- 
aminer sooner. In effect, the story was that when he was seven years 
old, his mother caught him meunotion in the bathroom and thrashed 
him severely, telling him that he was filthy, disgraced, and was never 
to be trusted again. For many years during boyhood, whenever the 
patient was alone for any length of time, his mother frequently ques- 
tioned him about masturbating. In fact, she insisted on giving the 
patient his bath until he was 15 years old. Furthermore, when the 
patient first demonstrated heterosexual interest, the mother depicted 
all women as very tempting and vile. She even accused his sister of 
lewdness without justifiable cause. After his older brother's marriage, 
his mother accused the patient of infidelities with his brother's wife. 
The patient remarked: “‘Ever since then I have lived in constant fear 
that my mother would expose my loathsome act."’ He felt sure that 
this was why he had angrily submitted to his mother’s domination 
all his life. 

Interestingly enough, his blood pressure reading at the beginning of 
the interview was 155/85, and at the end, 115/70. In response to the 
patient’s questions about matters of sexual hygiene, he was given 
instruction on the subject of psychosexual development. He seemed 
very much relieved to know hen the examiner was ‘‘on his side’ and 
he continued to express more and more hostility toward his mother 
and sister. Finally he was advised to move to the farm of a friendly 
brother to avoid the strain of living with his sister. 

He continued to improve and was given reassurance and encourage- 
ment to express his hostility directly rather than to turn his rage upon 
himself and suffer symptomatically. About three months after the 
initial interview, however, the patient remarked that there was one 
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thing that bothered him which he had not yet told, and which he was 
fearful of i for fear that the examiner might believe him untruth- 
ful or crazy. hen encouraged to discuss his problem, he stated that 
for some two years he had been annoyed by hearing many voices 
shouting at him at times, both during the day and during his sleepless 

riods at night. These voices were calling him ‘‘a sex pervert, a 

omosexual, an immoral, degenerate person"’ and the patient remarked 
that a previous physician, on hearing of this, had told him that his 
auditory hallucinations were impossible and that his mind must be 
affected. This only frightened the patient all the more and en- 
couraged him not to reveal the hallucinations to anyone. The patient 
justified the genuineness of these hallucinations by telling several of 
his experiences. 

Six years previously, one of his employers had made homosexual 
advances toward him which he had repulsed. Some of his friends had 
good-naturedly teased him about working for a well-known homo- 
sexual. This terrified the patient and caused him to quit his job, and 
he subsequently began to develop fears that people were regarding him 
as a sexual pervert. He avoided his pret og and wherever he saw a 
crowd of people talking, he felt sure they were talking about him. 

Without any attempt to convince the patient he was delusional, the 
examiner told him that his hallucinatory experiences might be quite 
real to him but that he had an overly severe conscience, that he had 
punished himself in many ways in the past, and there was a pos- 
sibility that his conscience was talking to him. No further attempt 
was made to convince the patient of the irrationality of his hallucina- 
tions and projected accusations, but sympathetic interest in his prob- 
lems was sustained, and a short time later the patient declared that 
he had had no more hallucinatory experiences, no longer felt that he 
was being watched and talked about, and said that he was able to be 
sociable and even to go out with a young lady friend without any 
fears. 

He continued to manifest more and more confidence in the ex- 
aminer, and to express determination to carry on with the interviews 
until he might be able to move to the home of a friendly uncle who 
lived in the East. There he had been given the promise of a job, and 
independent existence. Symptomatic improvement continued with 
the blood pressure falling, ranging from 118/76 to 108/66. The 
patient resumed some of his interest in reading, and some of his former 
zest for writing, and voluntarily gave the examiner a complete auto- 
biographical account of himself, 

With sustained improvement from week to week, the patient was 
encouraged to move to a new environment under friendly influences. 
Five months after the initial interview, the patient moved to the East 
to live with an uncle and obtain work. Communications from him 
since have indicated that he is symptom-free and has made a good 
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social adjustment, even though he has had occasional periods of 
anxiety that he has weathered with considerable insight. 


CONCLUSIONS 


The above case illustrates several points in psychotherapeutic 
technique. The first is the importance of the recognition that such 
psychotherapy as this patient received cannot alter the fundamental 
character structure, but can give considerable insight into the process 
of reality testing which enables a better adjustment to be made. By 
elucidation of the distorted erotic and aggressive drives of the patient, 
the unresolved Oedipus situation, the cruel super-ego pressure, and 
the nature of the sado-masochistic processes of the patient, the thera- 
pist obtains some psychotherapeutic leverage. An attitude of con- 
sistent, sympathetic friendliness on the part of the therapist is neces- 
sary, avoiding the forcing of issues around deep conflicts and thus 
creating new fears. 

The case reported also illustrates that the use of psychoanalytic 
concepts is not limited to formal, prolonged psychoanalytic procedures 
aimed at deep-seated conflicts and toward changing the character 
structure of the patient, but may also be used over short-time periods 
for diagnostic and therapeutic purposes. With the use of psycho- 
analytic principles the psychotherapist may better handle both the 
patient and the environment. 
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EDUCATIONAL THERAPY IN A PSYCHIATRIC HOSPITAL 
By Peccy Ratston 


All therapies utilized by the modern psychiatric hospital are neces- 
sarily educational in aim. Psychotherapy, physiotherapy, and occu- 
pational and recreational therapies—each in its own way attempts to 
teach the maladjusted individual how to live more effectively, and that 
is the goal of all education. 

As used in this paper, however, the term educational therapy is 
limited to the specific treatment of mentally sick patients by pedagogic 
instruction, whether classroom, individual, or extension. The edu- 
cational therapist, like the progressive teacher, uses the ‘‘three R's"’ 
not as fundamentals but as tools in moulding the whole personality. 
During our two years’ experiment with this therapy at the Menninger 
Sanitarium, we have borrowed ideas from the whole staff—from the 
gardener to the business manager—for class material. This material 
must necessarily lend itself to creative effort by patients, so that in 
small, often informal, classes they may work together towards com- 
mon enjoyment and re-socialization. 

Re-socialization is the primary aim of this embryonic therapy. We 
attempt to accomplish this through these devices: (1) By meeting the 
individual's personality requirements as determined by the psychia- 
trist on the basis of the patient's history; (2) by providing a reality 
atmosphere within the classroom to test the patient's progress; (3) 
by enabling the patient to find new hobbies and interests which will 
increase his personal happiness; and (4) by filling out actual deficiencies 
in academic education which may be a hindrance to the feeling of self- 
confidence the patient needs to achieve before he attempts to face 
again the world outside an institution. 

Sponsorship of educational therapy by a going department is neces- 
sary until an institution tests just what this therapy can offer towards 
re-socializing its own patients, and until the other departments, accept- 
ing the worth of the fledgling, have learned to cooperate with it in 
such necessary routines as these: getting patients to class on time, 
offering encouragement to study outside the classroom, and suggesting 
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sources for new class material. Here, the sponsor is the recreation 
department. 

The facility of establishing such a department and the slight mone- 
tary investment necessary are especially appreciated in a small hos- 
pital, ordinarily budget-harassed. The director of the program may 
or may not be trained for teaching; we feel that understanding teaching 
methods is indeed an asset, but it is more important that the director 
be familiar with all the existing departments of the sanitarium so he 
can coordinate those features which lend themselves to educational 
therapy. On the basis of our experience, we could suggest that the 
director might go about his organization in the following manner: 


(1) Arrange for an indoor classroom separated from the bustling 
activity of the rest of the institution; on warm days, meetings may be 
held outdoors. Insofar as it is possible with the equipment available, 
the classroom should be made cheerful and comfortable with chairs, 
tables, and blackboard. Reference books, maps, and other supplies 
may be purchased as the need arises. 

(2) Canvass the special abilities and interests of the whole staff of 
the institution to find what talent may be adapted to teaching classes. 
Our dietitian has taught a group of housewives the fundamentals of 
nutrition; the comptroller from the business office has kept patients 
of a high intellectual level interested in accounting and bookkeeping; 
the laboratory technician taught tap dancing; the chef, fly casting; 
one of the doctors, chess. Recreational therapists have taught ar- 
chery, physical education for men and women, pool, dramatics, 
journalism, poetry, lettering, mechanical drawing, and decorating; 
while occupational therapists have offered special instruction in mak- 
ing simple jewelry, art metal ware, and book binding. Other favor- 
ably received classes have been gardening, music appreciation, current 
affairs, glee club, and bridge. Staff psychiatrists have taught mental 
and physical hygiene; the popularity of these, as well as of the first 
aid and physiology classes, may be because they allow the patients to 
discuss their symptoms in a more constructive manner than usual. 

Lecturers from outside the sanitarium have given stimulating 
courses in photography, art appreciation, commercial law, and 
principles of insurance. Several times resident patients have taught 
classes, but this has usually proved unsatisfactory; too often such 
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patients act out their aggressions against the sanitarium by failing to 
report for class or by discouraging some fellow patient. Whenever a 
patient can be trusted as an instructor, however, it is excellent help 
for him in regaining poise and self-confidence. 

Such an apparently makeshift faculty can be very competent if ac- 
quainted with the aims of the program and encouraged to keep records 
of patients’ reactions to classroom situations so that they may be of 
use to the psychiatrist in getting a broad picture of his patient's 
maladjustments. It might be added that it is best to cancel imme- 
diately a class led by an instructor who ignores the fact that his first 
duty is to build the patient's personality. 

(3) Plan the curriculum for a short period—from six weeks to three 
months—so that the popularity, worth, and permanence of each class 
may be tested before it is continued, modified, or dropped. From 
September to June, we schedule classes every day of the week except 
Sunday, to parallel the schedule of schools and colleges. Once 
willing instructors have been secured, the work has just begun. Now 
comes the job of compiling data for each class on such points as these: 
material to be covered, time and place of meeting, length of course, 
type of patients for whom this course is especially recommended, time 
of admission (some classes are of such a nature that patients can be 
admitted at any time; others necessitate enrollment at the beginning 
only), size limit of class, equipment needed by the instructor, equip- 
ment needed by and approximate cost to the patient. This informa- 
tion should be compiled in an outline form and copies made for the in- 
structors, the department members, and the doctors. 

The director should try to balance creation and appreciation, lecture 
and discussion in his classes to provide the most effective stimulation. 
For instance, he may schedule archery, which is active, music appre- 
ciation, which is passive and appreciative, and book binding, which is 
creative, on the same day, to provide a good balance for the patient's 
physical and mental energies. 

In this institution, where the patients average rather high in in- 
telligence and degree of reality acceptance, the nature of the work is 
correspondingly up to their capacity; in a larger hospital, or one in 
which there are many regressed patients, simpler crafts, sports, and 
academic courses might be substituted; reading, spelling, and everyday 
applications of arithmetic, for example, could provide tangible benefit, 
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and these are early skills which might be revived easily because they 
are of a simple reflex nature. These might also be used for individual 
tutoring of regressed patients in small sanitariums. 

Once the education director has integrated all these factors, he 
should make out his class schedule and see that copies are posted on 
every residence floor, in the offices of staff members and department 
heads, and on bulletin boards available to the patients. He also 
makes out an equipment sheet for the employees responsible for clean- 
ing and arranging the classroom for each change, and orders all equip- 
ment needed by both instructors and patients and sees that it is kept in 
accessible places. 

(4) Now his program is thoroughly organized, and he is ready to 
go to the doctors’ conference to discuss educational therapy with 
them. He should acquaint them with the aims of the program, dis- 
cuss its previous shortcomings and its future possibilities, and tell 
them in detail about the proposed program. 

Ic will simplify matters if he has prepared such an outline as the one 
mentioned before, giving detailed information which will help the 
doctors in prescribing classes; another short-cut is to have prepared a 
list of each doctor's patients and a list of classes suggested for them, 
so the decisions can be made in short order. He will stress the fact 
that enrollment should be planned, not to keep the patient busy, as is 
too often the aim, but to satisfy his personality requirements. Con- 
ferences or written instructions from each doctor will be required to 
determine such important points as what the therapist's attitude 
should be in inviting the patient to class, in handling the absences 
and classroom behavior, and in stimulating additional work outside 
the classroom. Special educational procedures, such as extension 
work, individual tutoring, or work in the local schools, may be or- 
dered by the doctor and supervised by the therapist. 

Examples: Mrs. W., who professed many fears of meeting people, 
was assigned to the journalism class, where she had a definite assign- 
ment to interview some staff member every two weeks and to write up 
the interview for the paper published by the class; because of her 
composure—even eagerness—during these interviews it became in- 
creasingly clear to her that her manifold fears of meeting people were 
related to a feeling of having no authority or competency. This was 
a tool used by the doctors in helping her to overcome her general 
timidity. 
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Miss B. would not enter into the regular competitive sports that are 
a part of our recreation program because she had schizophrenic symp- 
toms of retreating or becoming hostile every time she was defeated. 
In a small physical education class wherein cooperation, not com- 
petition, was stressed, she overcame some of her unwillingness to mix 
with people and got the exercise she could not have otherwise. 

It might be noted here that clinical diagnoses are not useful in pre- 
scribing classes, that only the individual case can be considered; for 
example, schizophrenics may vary in type from a combative, mute 
patient to a superficially oriented person capable of excellent work. 
It is advisable that such radically different levels be segregated in dis- 
cussion and lecture classes, although they may have equal ability in 
crafts. On the one hand, the better-oriented patients will resent the 
‘sick’ ones; and the “‘sick’’ ones will feel overwhelmed by the others 
and retreat altogether from the educational program. 

(5) When the *‘O. K. lists’’ are returned from the doctors to the 
education director, he is ready to discuss with each patient his sched- 
ule, to secure his initial interest and confidence. The lists should be 
kept on file and revised from time to time, along with all the other 
education data. From this compiled list, the education director makes 
out schedules for each residence floor, giving the classes, time and 
place of meeting, and patients enrolled—to facilitate getting patients 
to and from class on time and keeping check on their whereabouts. 

Throughout the “‘school year,"’ the education director continues to 
coordinate the details of the program. To him falls the lot of keeping 
up interest in the classes and seeing that the utmost benefit is being 
obtained by all participants. As members lose interest or leave the 
sanitarium, he, with the approval of the doctors, enrolls new patients 
to replace them. Whenever he sees someone in a group either too far 
above or below his ability, the therapist places him in a more suitable 
group. He keeps daily and weekly reports on patient attendance and 
reactions. He makes suggestions to the instructors for making their 
classes more vital and giving additional projects such as oral reports 
or written papers to those patients who can handle them. All this 
will obviously necessitate his attending the classes so that he can keep 
in constant touch with the good and bad points of the program. It 
is his duty, in short, to keep the educational therapy division interest- 
ing, flexible, and therapeutically effective. 

He may find, as we have, that the “‘problem children’’ are as much a 
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nuisance here as they were in their former classrooms; that the neurotic 
patients act out their aggressions by non-attendance or provocative 
behavior in class; that the psychotic patients require great indulgence 
and attention; that the women “‘take’’ to this therapy better than the 
men—possibly because men resent the subordinate role implied in 
being a student. 


Once such a program is operating, what may it be expected to accom- 
plish? Educational therapy, like the older therapies, first attempts to 
meet the individual personality requirements by treating, not only 
the disease of the patient, but also his whole personality, either to the 
end that the patient will be again a useful member of society, or that, 
if he cannot return, he will find some satisfactions in his life within the 
sanitarium. Like the occupational therapy shop or the recreation 
center, the classroom is a controlled environment, which treats the 
individual at the same time that it protects him from the too-stringent 
demands of society. We have found that the most effective atmosphere 
is an informal one similar to that used in the progressive schoolroom, 
instead of a formal one, wherein there is a lecture followed by lethargic 
questions and answers. Whenever the project method may be used, 
so that the patient puts into practice what he learns, the class is doubly 
effective. The teacher must have enthusiasm for his subject which he 
can convey to the class, and he should be the open-minded type of 
person who encourages initiative and invites suggestions from his 
patient-pupils. 

Let us assume he is dealing with a group of regressed patients. 
What can he attempt to accomplish for these so-called ‘‘hopeless’’ 
cases? Usually this type of patient is one who had insufficient love 
and attention in his early family life and so has withdrawn into him- 
self. If the therapist can succeed in establishing a good relationship 
between the patient and himself, he has accomplished much already. 
By praise for the slightest performance in a cooking class, for example, 
or by comment upon the fact that he sees the patient enjoying, in 
music appreciation, a symphony he himself enjoys, the therapist may 
establish trust and friendship in the patient. Then the therapist can 
guide him into still other interests and encourage him to ~evive some 
of his previously learned skills; simple courses in reading poetry or 
listening to music in a group may forge a bond of interest among such 
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patients and at the same time offer very acceptable vents for phantasy 
expression. For the regressed individual, private tutoring in subjects 
especially interesting to him is most valuable; he may be able to carry 
a uMiversity extension course, working in his own room, whereas he 
would be too much frightened to maintain a position in an organized 
class. 

Such a patient may be carefully encouraged until he will assume some 
leadership in a group near his own level; it should be stressed that it is 
more dangerous to push him too hurriedly or to catapult him into a 
group superior to himself than to leave him alone entirely; however, 
if he can develop some special techniques in which he is above average, 
they will help him to face his “‘superiors’’ more confidently. For 
instance, one hypophrenic boy took the history of music for his proj- 
ect and, with help, he gave such an acceptable oral report that the 
more ‘‘sophisticated’’ members of the class could no longer scoff at his 
abilities. 


And the better oriented patient, what has educational therapy to 
offer him? This patient is the one who often cannot accept the fact 
that he és a patient, the one who, to laymen not critically observant, 
seems ‘‘perfectly all right."’ Because he is such a borderline case and 
needs help in maintaining his present assets, this patient is the most 
difficult to handle; his unconscious needs must be unearthed by the 
psychiatrist, who then explains the case to the education director. 
The therapeutic aims for this group, discussed in previous papers in 
this Bulletin, propose to correct disturbances in the erotic and the 
aggressive drives by the following devices: 


A. In the erotic drive, by 
1. Giving the patient love unrequested 
2. Giving the patient an opportunity to love 
3. Giving the patient an opportunity to earn love 
B. In the aggressive drive, by 
1. Giving an opportunity for direct expression of hostilities 
2. Giving oalial ata a sense of guilt for inappropriate aggression 
3. Supplying opportunity for expression of sublimated aggression 
4. Encouraging displacements from previously disadvanta- 
geous objects (i.e., from a disintegrating parent influence 
to a beneficial doctor-parent influence, my 
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nuisance here as they were in their former classrooms; that the neurotic 
patients act out their aggressions by non-attendance or provocative 
behavior in class; that the psychotic patients require great indulgence 
and attention; that the women ‘‘take"’ to this therapy better than the 
men—possibly because men resent the subordinate role implied in 
being a student. 


Once such a program is operating, what may it be expected to accom- 
plish? Educational therapy, like the older therapies, first attempts to 
meet the individual personality requirements by treating, not only 
the disease of the patient, but also his whole personality, either to the 
end that the patient will be again a useful member of society, or that, 
if he cannot return, he will find some satisfactions in his life within the 
sanitarium. Like the occupational therapy shop or the recreation 
center, the classroom is a controlled environment, which treats the 
individual at the same time that it protects him from the too-stringent 
demands of society. We have found that the most effective atmosphere 
is an informal one similar to that used in the progressive schoolroom, 
instead of a formal one, wherein there is a lecture followed by lethargic 
questions and answers. Whenever the project method may be used, 
so that the patient puts into practice what he learns, the class is doubly 
effective. The teacher must have enthusiasm for his subject which he 
can convey to the class, and he should be the open-minded type of 
person who encourages initiative and invites suggestions from his 
patient-pupils. 

Let us assume he is dealing with a group of regressed patients. 
What can he attempt to accomplish for these so-called ‘‘hopeless’’ 
cases? Usually this type of patient is one who had insufficient love 
and attention in his early family life and so has withdrawn into him- 
self. If the therapist can succeed in establishing a good relationship 
between the patient and himself, he has accomplished much already. 
By praise for the slightest performance in a cooking class, for example, 
or by comment upon the fact that he sees the patient enjoying, in 
music appreciation, a symphony he himself enjoys, the therapist may 
establish trust and friendship in the patient. Then the therapist can 
guide him into still other interests and encourage him to revive some 
of his previously learned skills; simple courses in reading poetry or 
listening to music in a group may forge a bond of interest among such 
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patients and at the same time offer very acceptable vents for phantasy 
expression. For the regressed individual, private tutoring in subjects 
especially interesting to him is most valuable; he may be able to carry 
a university extension course, working in his own room, whereas he 
would be too much frightened to maintain a position in an organized 
class. 

Such a patient may be carefully encouraged until he will assume some 
leadership in a group near his own level; it should be stressed that it is 
more dangerous to push him too hurriedly or to catapult him into a 
group superior to himself than to leave him alone entirely; however, 
if he can develop some special techniques in which he is above average, 
they will help him to face his “‘superiors’’ more confidently. For 
instance, one hypophrenic boy took the history of music for his proj- 
ect and, with help, he gave such an acceptable oral report that the 
more ‘‘sophisticated'’ members of the class could no longer scoff at his 
abilities. 


And the better oriented patient, what has educational therapy to 
offer him? This patient is the one who often cannot accept the fact 
that he és a patient, the one who, to laymen not critically observant, 
seems “‘perfectly all right."’ Because he is such a borderline case and 
needs help in maintaining his present assets, this patient is the most 
difficult to handle; his unconscious needs must be unearthed by the 
psychiatrist, who then explains the case to the education director. 
The therapeutic aims for this group, discussed in previous papers in 
this Bulletin, propose to correct disturbances in the erotic and the 
aggressive drives by the following devices: 


A. In the erotic drive, by 
1. Giving the patient love unrequested 
2. Giving the patient an opportunity to love 
3. Giving the patient an opportunity to earn love 
B. In the aggressive drive, by 
1. Giving an opportunity for direct expression of hostilities 
2. Giving relief. from a sense of guilt for inappropriate aggression 
3. Supplying opportunity for expression of sublimated aggression 
4. Encouraging displacements from previously disadvanta- 
geous objects (i.e., from a disintegrating parent influence 
to a beneficial doctor-parent influence, nay, 
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Examples: Mrs. P. was made feature editor of the newspaper and 
thus had her initials signed to everything she wrote; this greatly 
pleased her hypertrophied vanity, yet it was a legitimate means of 
gaining the attention she craved; Miss M. was assigned to put fresh 
cartoons on the bulletin board as a weekly project. Thus she was 
earning love without any special recognition, as she did not need the 
constant reassurance that she was an important person as Mrs. P. did. 

Miss E. accepted her assignment to the accounting class as a form of 
punishment; the monotony of this work tended to relieve some of her 
self-punitive urges, and whenever she protested, blaming the doctor 
or educational therapist for giving her such hard work to do, she 
turned some of her abundant hostilities from herself to someone else, 
which was therapeutically desirable in her type of mental illness. 


We stated as the second contribution of the educational therapy 
program that it provides a reality testing atmosphere, the classroom, 
for observing and abetting the patient’s progress. The psychiatrist 
obtains a good picture of his patient's reactions to groups by compar- 
ing his behavior in occupational, recreational, and educational ther- 
apy, and in his living quarters. Many patients will act out their ag- 
gressions by non-attendance or by doing work below their capability; 
others will assume a passive, dependent role, necessitating constant 
supervision by the instructor. The psychiatrist, informed of these 
situations in weekly progress notes, may find parallels between these 
reactions and those of the patient to his family life, so he can better 
understand some of the precipitating factors in the patient's illness 
and therefore have a more intelligent comprehension of how to correct 
them. For instance, the patient may be observed repeatedly taking a 
passive, spineless role similar to that which he assumed in the home 
environment; the psychiatrist may help the education director in tact- 
fully encouraging this patient, through gradually increased assign- 
ments and responsibilities, to stand on his own feet like the adult that 
he is rather than the child he prefers to be. One young woman who 
has followed a policy of laissez faire for years is doing some good oral 
reports for the current affairs class now; she began by looking up a few 
references at the teacher's request, while now she can give a thorough 
resume of a subject lasting nearly the whole class hour. 
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How does educational therapy offer new fields of interest to the 
patient? These are especially of benefit to the neurotic patient, who 
has to be prepared to return to society. Insomuch as new hobbies 
and cultural interests learned in these classes increase the patient's 
social adaptability and enjoyment of life, they have been beneficial 
to him. The ‘“‘faculty’’, with the help of the psychiatrist, should 
first teach the patient his native limitations; once the patient accepts 
and recognizes these, he can be guided into compensating activities. 

Examples: One neurotic young woman has proceeded from school to 
school with a great many escapades which have prevented her ever 
receiving even a high school diploma. Secretly this has been a great 
embarrassment to her. Until she can face reality without trying to 
fight it, she cannot take the regular schooling she needs to complete 
her education. In the meantime, the therapist accidentally discov- 
ered her interest in writing short stories. The therapist persuaded her 
to take a course in writing in a local school. The girl did quite well 
in writing, although she did not attend classes regularly. However, 
she made an initial accomplishment in her field of interest, and the 
pleasurable association in an academic environment will be an asset 
when, finished with her treatment, she may resume her education. 

Mr. M.'s stories were so dissociated when he first entered the sani- 
tarium that they could not be printed in the sanitarium news paper; 
however, his talent for sketching was turned into drawing cartoons 
for this same hews sheet, for which he received the praise he craved. 

Often the woman patient who has been pressed for time by family 
demands will take up the study of gardening, music, arts, or literature, 
which she “‘never got around to doing’’ when busy with household 
duties. Frequently our men patients take extension courses which are 
related to their careers; one man patient, a former grain dealer who had 
drunk his way into the sanitarium, took a correspondence course re- 
lated to his business while he was undergoing treatment. Thus, 
these people return to their communities with new cultural and prac- 
tical skills which will bolster their self-confidence. 


Mention should be made further of filling deficiencies in academic 
educations. We send patients to the Topeka High School, Washburn 
College, the city night school classes, and local secretarial schools 
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when they are capable of carrying the work; these are often patients 
whose formal! education has been interrupted by their illnesses. Until 
the patient is able to stand on his own feet, his education must be 
supervised by the therapist, so the patient will feel the protecting arm 
of the institution. 

Last September several of our younger patients started attending 
the city schools. Two attended secretarial school, four went to Wash- 
burn College, and several found new hobby interests in the WPA art 
classes. Of the college group, one boy was observed to be too 
highly stimulated by the association with such large and competitive 
groups and had to stop his classes altogether; another girl completed 
the semester with high grades and a real feeling of accomplishment, 
although she undertook the education as a project to prove to her 
mother that she was not dumb and overly-dependent. 


SUMMARY 


In summary, we feel that educational therapy has become an in- 
tegral part of the therapeutic program of the psychiatric hospital. 
It is comparatively easy to establish and maintain so that it requires 
little expense for equipment and staff. It has been a valuable adjunct 
to the previously established therapies in treating mental illness 
through meeting individual personality requirements, providing the 
reality atmosphere of the classroom for testing patient progress, 
increasing the patient's personal happiness by offering him new in- 
terests, and filling out actual deficiencies in academic education which 
may have been a hindrance to him. 

If the educational therapist can help the patient to live more effec- 
tively, either within or without an institution, he will have made a 
contribution to the patient's ultimate resocialization. 
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AN ANTHROPOLOGICAL NOTE ON THE THEORY OF PRE- 
NATAL INSTINCTUAL CONFLICT* 


By Kart A. MenninGER, M.D. 


It has become the fashion in some psychoanalytic quarters to speak 
with patronizing disparagement of what is vaguely termed ‘‘the instinct 
theory’’. Sometimes this proves, upon examination, to refer to Freud's 
original constructions in regard to the “‘libido theory’’, but better in- 
formed critics have in mind the hypothesis of the death instinct and 
its interaction with the life instinct as outlined by Freud some twenty 
years ago. 

The objections vary considerably in nature; some find fault on the 
practical basis that destructive tendencies appear to them to serve only 
self-preservative purposes; others object on purely logomachical 
grounds to the use of so indefinite a term as “‘instinct’’. Still others 
base their scepticism on an inability to accept the dialectic implications 
of the concept of interacting forces. And, finally, there are those who 
would like to think of the individual as reacting in a totally un- 
determined S-R manner to the social and physical environment, dis- 
carding all notions of intrinsic energy factors. 

I review these objections to the instinct theory on the assumption 
that all of them are determined in part by a necessity to rationalize 
certain emotional resistances to the concepts of the theory which 
seems to them fundamentally pessimistic. Even in the breasts of 
psychoanalysts, hope springs eternal new. We should all like to find 
reasons for doubting the inevitability of death or its predetermination 
by the nature of the organism. 

Actually, however, the instinct theory is not so pessimistic as some 
of its objectors seem inclined to think (feel). I observe in talking 
with my colleagues that an objection to the instinct theory usually 
turns into an objection to the theory of a death instinct, and much less 
an objection to the theory of a life instinct. This is curious in view 
of the fact that death is far more certain than life, and hence less a 


* Reprinted, with permission of the editors, from the Ernest Jones Memorial number 
of the International Journal of Psycho-Analysis, 20: 439-442, October 1939. 
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matter of “‘theory’’. One should find some encouragement, as Freud 
tried to make clear, in the fact that we live at all, even for a circum- 
scribed time. Freud's own life in the face of opposition, difficulty, 
sickness and suffering is of itself a resplendent example of the tenacious 
power of the life instinct. 

If the instinct theory does not explain the obvious facts of human 
life better than any other theory that has been or is to be proposed it 
should be rejected. Thus far, however, no other theory explains 
death from ‘‘old age’’; no other theory can fully account for suicide. 
But while application of the death instinct to these forms of death and 
others is now fairly familiar to us, its application to the problem of 
birth is much less so. The deductive extension of the theory to its 
application with regard to the foetus will offend those strict empiricists 
who feel that every step of thinking beyond the facts is a scientific 
crime, forgetful of the fact that there can be no facts without a theory, 
and that theory always precedes the finding of facts, either consciously 
or unconsciously. Yet if living and dying, construction and destruc- 
tion, loving and hating deserve the appellation of instincts, and are to 
be regarded as something fundamental and universal, we are logically 
obliged to conceive of them as operating in some way within the per- 
sonality of the unborn child. 

It seems to the writer quite justified, therefore, to indulge con- 
sciously in the formulation of that extension of the instinct theory 
which would apply to the child im utero. One might want to assume 
that at the time of fertilization of the ovum the self-destructive tend- 
encies of both male and female parents are temporarily overcome by 
the union in some way that we do not understand, but with the result 
that a tremendous impulse is given to the life instinct drives of the new 
individual. To trace all the possible details from this point to the 
emergence of the foetus from the mother’s body would be beyond the 
limits of our present time or space, but it would be in keeping with 
Freud's posulations in regard to instinctual conflicts of the newborn 
child to assume that in the well-developed foetus the self-directed 
destructive impulses are somewhat more than neutralized by the self- 
directed erotic impulses. In the more familiar and established terms 
of psychoanalysis, its narcissism protects the foetus from an autolytic 
dissolution. In this it is supported by the influence of the surrounding 
maternal body. Then, as a result of forces and events which are usu- 
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ally regarded physiologically, anatomically, or chemically, but which 
could also be regarded psychologically, the growing organism sepa- 
rates itself, or at least is separated from, the maternal body. From the 
moment of its emergence out of the protective maternal environment 
into the outside world of reality, the externalization of the instinctual 
energy becomes obvious. Irritation stimulates the out-turning of 
aggressiveness, and this in turn is more or less neutralized by erotic 
exploitation so that the child gradually and increasingly tests reality, 
finding and retaining that part of it which he can accept as ‘‘good”’, 
and rejecting that which is ‘‘bad”’. 

I believe there is nothing new in this statement of theory; I have in- 
tended it only as a recapitulation of the logical inferences of Freud's 
concepts. I have reviewed it because of a striking correlation with 
primitive thinking of which I recently learned through an anthropolo- 
gist, Dr. George Devereux, who has made intensive investigations of 
the Mohave Indians in Arizona. It would seem that for hundreds of 
years the Mohave have entertained concepts of the nature of pre-natal 
life which correspond closely to these speculations. I have tried to 
condense the information given me by Dr. Devereux! concerning this. 

The Mohave believe that, while still in the mother’s womb, the 
child who is later to become a Shaman (medicine man) sees the god 
Pahotcatc re-enact for him that part of creation which pertains to the 
special branch of curing which the Shaman is going to practice in 
adult life. After the sixth lunar month of pregnancy has elapsed, the 
Shaman starts to dream ‘‘about ways and means of not being born”’, 
for example, how to kill himself as well as his mother. According to 
the Mohave, the desire to kill others is stronger than the desire to die 
oneself, and some informants maintain that being killed in the process 
of killing the mother at birth is an accidental by-product. Other in- 
formants, however, (some of them Shamans) actually maintain that 
the difficult birth should be called ‘‘suicide’’. The Mohave ascribe 
complete rationality to the unborn child. When a difficult labour is 
in progress the attending Shaman addresses the unborn child in a long, 
closely reasoned speech urging him not to be contrary, exhorting him 
to be born lest future generations of foetuses follow his example and 
refuse to be born, thereby causing the tribe to become extinct. 


1 For further data, see Devereux, ‘L’Envodtement chez les Indiens Mohaves,’ Journal 
de la Société des Américanistes de Paris, 2 (29), pp. 405-412, 1937- 
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Following birth, the child who is to become a Shaman will be for a 
while quite normal, although, according to some informants, he may 
have a tendency to bite the nipples. Soon, however, at about five or 
six years of age, he will begin to be overtly aggressive to a marked 
degree, breaking things, discharging flatus noisily in public, mastur- 
bating, manipulating the genitals of others, having intercourse with 
animals, etc. At a later stage, any time between fifteen and thirty, 
the Shaman will start to remember intrauterine dreams. He will 
remember how the god Pahotcatc re-enacted for him, while he was 
still in his mother’s womb, the various parts of the creation myth 
pertaining to his chosen profession. 

It is a temptation to extend the observations concerning the Shaman 
and those subsequent developments in his career which throw light 
upon the psychological factors involved in the practice of the healing 
art. It is suggestive that the Shamans are customarily regarded as 
being possessed throughout life of an excessively strong aggressive 
urge, an urge which often takes the form of an avowed wish to kill. 
This is combined with the professional practice of healing. It is as if 
the Mohave intuitively recognized or at least believed that healing 
was in part determined by ‘‘reaction formation’’ against over-develop- 
ment or over-stimulation of the death (destructive) instinct, an over- 
development which according to their theory is evidenced by the fu- 
ture Shaman while still in the womb of his mother. 

To others than psychiatrists the similarity of these primitive inter- 
pretations of dystocia and of the psychological conflicts in the unborn 
child with our hypothetical deductions from a dialectic theory of in- 
stinctual forces would seem to be an irrelevant coincidence without 
significance. But those familiar with the unconscious will not dis- 
miss such a parallelism so lightly. It is true that other primitive 
people have other theories and there is no reason to believe that the 
Mohave theory has any prior claims to intuitive accuracy. So far as 
I know this is a field of anthropological observation in which data 
are exceedingly scanty. The fact that (at least) one savage tribe 
should have formulated such a concept is of the same interest and valid- 
ity to us as is the fact that one Mediterranean people should have de- 
veloped in the tragic drama a theme as universally human and basic as 
that of the murder of a father by a son who marries his mother, or 
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that another Mediterranean people should have pe:petuated the story 
of an older brother who, jealous of his younger sibling, killed him and 
carried the burden of guilt to his grave. It is scarcely necessary to 
remind psychoanalysts that not only from the mouths of babes and 
sucklings but from the legends and religions of the infants of civiliza- 
tion there is to be heard a wisdom which, if we are sufficiently alert, 
we may sometimes correlate with our own ‘‘mythology"’ and our 
empirical knowledge. 














E. E. SOUTHARD: A BOOK REVIEW* 


In the early years of this century there flashed across the horizon 
a bright star in the field of psychiatry, a star that blazed brilliantly, 
briefly, and disappeared as suddenly as it had come. The light of 
the star wenc out in 1920 when Elmer Ernest Southard, one of the 
youngest professors in the three hundred years of Harvard history, 
died at the age of forty-three. 

It was a brave and ambitious task that Professor Frederick Gay 
of Columbia set himself when he essayed to write the life of his friend. 
Yet he has done so faithfully and accurately. If his compilation of 
facts lacks something of the scintillating spirit of the warmth of 
feeling characteristic of the man whose life is recorded, this must be 
charged up to the inevitable difficulties of describing the soul of a 
genius. 

There can be no doubt of Southard’s greatness, measured by his 
breadth of vision, by his capacity for stimulating and inspiring his 
students and colleagues, and by the amazing fertility of his investiga- 
tory curiosity. The man who was not only a pathologist, a psychi- 
atrist, a hospital executive, a teaching professor, but a philosopher, 
a philologist, a psychologist, a poet, a chess champion, a sociologist 
and, above all, a charming, gracious human being is a personality too 
rare and precious and extraordinary to be registered in the cold lines of 
print of a formal biography. In his few brief years Southard attracted 
to himself and inspired a large number of disciples with whom he 
dealt with a never failing kindliness, with that extraordinary technique 
which so few professors have of making subordinates feel that their 
ideas are brilliant and important. Often he would take an idea dif- 
fidently tendered by one of them and perhaps almost valueless at 
the beginning, mold or polish it into something of worth, and give 
it back to the original author without giving the slightest intima- 
tion that anyone but that author deserved credit for the budding 
project. 

The innumerable facets of his personality as seen by his intimate 
friends, his colleagues, his students, have been patiently collected 
and recorded by Professor Gay in a book which every man who knew 


* The Open Mind. Elmer Ernest Southard, 1876-1920. By Frepgrick P. Gay. 
Price $5.00. Pp. 324. Chicago, Normandie House, 1938. 
This review reprinted with permission from Volume VIII, No. 4, 1939, of The 
Psychoanalytic Quarterly, with minor changes. 
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Southard will want to possess, and which every man who would 
know the determining personalities of American psychiatry will feel 
obliged to read. 

To readers of this journal it is exceedingly interesting specula- 
tion as to why those two leaders, Southard and Freud, never met, 
and what would have happened if they had met. In spite of South- 
ard’s nominal rejection of psychoanalysis, one of the reviewer's 
friends is convinced that although he had not publicly acknowledged 
his intellectual acceptance of psychoanalytic principles, he had long 
recognized their validity. I knew him very well, and I do not quite 
believe this; for it must be said that strictly speaking the title Pro- 
fessor Gay has given this book is not accurately descriptive of Southard. 
Southard had a brilliant, a versatile, a profound, a cultivated, and a 
productive mind, but not an open mind—an open heart, but not an 
open mind. This was one of many ways in which he resembled Freud. 
They also shared the same personal charm and graciousness, the same 
self-effacement, the same joy in the discovery and elaboration of new 
ideas, and the same prejudice against foreigners. And just as Pro- 
fessor Fread was never able to bring himself to feel quite right about 
America and Americans, so Professor Southard had a definite pre- 
judice against Europeans and against ideas originating and developing 
in Europe. He would have pointed to the present political develop- 
ments there as evidence for the justifiability of his prejudices. Psycho- 
analysis was one of these European ideas, and Southard rejected it 
instinctively (I use the word in its conventional, not its scientific, 
sense). Furthermore, I do not feel it is disloyal for me to say that 
Southard was essentially a ‘superficialist’, in the sense that he felt 
that the nature of things was patently apparent even on the surface if 
one but looked carefully. He regarded the tendency to sneer at the 
obvious as a kind of blindness. It required courage for him to say 
that he could detect pathological changes by the manual palpation of 
the gross naked brain, and it required courage for him to say that one 
could see from the very reasons alleged by employers for the discharge 
of certain employees that the latter were sick. Freud too bespoke the 
significance of the obvious: for example, the psychopathology ap- 
parent in everyday life. But where Freud depended upon deep sub- 
surface analysis, Southard depended more directly upon deductive 
logic and philosophical extensions, especially by analogy. In this 
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sense Freud was, of course, much the greater scientist; but whereas 
Freud nominally rejected philosophy and exalted empiricism, South- 
ard, although trained in the mechanics of empirical science to a far 
greater degree than Freud, preferred the philosophical disciplines to 
those in which he was trained. 

And it is extremely interesting that Southard who sparkled with 
life, whose whole career was characterized by an optimistic vivacity, 
should have died so young, while Freud whose sober realism led the 
optimistic Southard to describe him as a pessimist, Freud, who wrote 
of death, who gave us that magnificent conception of the death 
instinct, lived, in spite of suffering and sorrow far beyond that to which 
the average man is exposed, to more than twice the age at which 


Southard died. (CK. A. M.) 











BOOK NOTICES 


World Revolutionary Propaganda. By Harotp D. Lasswett and 
Dororny Biumenstocx. Price $4.50. Pp.393. New York, Alfred 
A. Knopf, 1939. 

The authors have carefully collected, analyzed, and tabulated the 
various devices used by the Communist Party in the Chicago area of 
some years back. It was carefully and objectively done, but the 
publication of a companion volume on the techniques of Fascistic 
propaganda would seem to be highly desirable. The importance of 
— experiences in determining the interests and activities of 
e 


aders is touched upon, but might well be expanded. (CK. A. M.) 


The Organism. By Kurt Goxpstein. Price $4.00. Pp. 533. New 

York, The American Book Company, 1939. 

The author presents the ‘‘holistic’’ approach to biological phe- 
nomena, oriented chiefly through an analysis of human behavior. His 
whole theory is ee | upon the teleological assumption that the 
primary end of the organism is to ‘‘come to terms with the environ- 
ment." Frequently the use of vague Fag yo concepts and loose 
terminology slows up the reading. e author is not sympathetic to 

ychoanalysis. Here and there are valuable pages, for example, the 

iscussions of the significance of pathological neurologic symptoms. 


(D. S.) 


The Logic of Modern Psychology. By Carrot C. Pratt. Price $2.00. 

Pp. 185. New York, The Macmillan Company, 1939. 

A charmingly written book on the philosophy back of psycho- 
logical theory and practice, full of stimulating ideas and quotable 
paragraphs. Apropos of our own interests, ‘“The power of an ideal 
makes the work of groups of scientists more reliable than that done by 
any individual member. The chain is stronger than the weakest 
link."" CK. A. M.) 


The Mechanism of Thought, Imagery, and Hallucination. 4 JosHua 
Rosett. Price $3.00. Pp. 289. New York, Columbia University 


Press, 1939. 
This is a sound, well-documented analysis of the physiological 
mechanisms of cortical functions, without reference to unconscious or 


dynamic concepts. (K. A. M.) 


The Psychology of Making Life Interesting. By Wenpett Waite. Price 
$2.50. Pp. 215. New York, The Macmillan Company, 1939. 
A superficial book on practical psychology along the lines indicated 
by the title, a step in a good direction not well done. (CK. A. M.) 
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Mind Explorers. By Joun K. Winxier and Wa ter Bromserc. 

Price $3.00. Pp. 378. New York, Reynal & Hitchcock, 1939. 

A collection of brief biographies of some of the leading coniliennes 
to the development of bes. a me as ascience. Freud is included, but 
is given only one more page than John B. Watson, and one less page 
than Francis Galton. The latter chapter, however, is especially 
interesting, as are also the accounts of Franz Gall and William James. 
Southard is not mentioned. 


The Patient is the Unit of Practice. By Duane Wittarp Propst. Price 
$3.50. Pp. 219. Springfield, Illinois, Charles C. Thomas, 1939. 
The author is an internist who outlines in this book his broad point 

of view in the approach to the sick patient. Its merit lies in its 

breadth and its shift of emphasis from static to functional factors; 
its defect is the author's total neglect of the contributions of psychi- 

atry. (K. A. M.) 


The Story of Surgery. By Harvey Granam. Price $3.75. Pp. 425. 

New York, Doubleday Doran & Company, Inc., 1939. 

A detailed account of the history of surgery from prehistoric times 
to the present, by an anonymous British physician who displays con- 
siderable psychological insight in the first third of the book, and great 
insular provincialism in the latter two-thirds. For the psychiatrist 
there are many interesting comments on the psychological elements 
in the procedures of primitive and early surgeons, especially the use of 
sadistic procedures to cure disease (cf. shock therapy). 


The Endocrine Glands. By Max A. Gotpzigner, M.D. Price $10.00. 

Pp. 916. New York, D. Appleton-Century Company, 1939. 

The author was professor of pathology at the Royal Hungarian 
University of Budapest, but has in recent years confined his work to 
clinical practice in New York. This training enables him to combine 
basic pathology and physiology with practical therapeutic applica- 
tions. The material is systematically organized, and the text is replete 
with case histories and references to the literature. The author's 
attitude is conservative but progressive, except that psychological 
factors are not discussed. (K. A. M. 


We Call It Human Nature. By Paut Grasse and GarpNER Murpny. 

Price $2.00. Pp. 120. New York, Harper & Brothers, 1939. 

This is an attempt to utilize photographs and diagrams and cartoons 
to make psychological concepts more easily grasped. The result is 
a simplified psychology still further simplified. To this reviewer no 
clarification results although there are a few interesting diagrams and 
several excellent photographs. (K. A. M.) 














PUBLICATIONS BY MEMBERS OF THE STAFF 


Saxe, Eart and Booxnammer, R. S. Convulsive Therapy in the 

Psychoses. J. Nerv. & Ment. Dis., 90:489-493, October 1939. 

The authors present an evaluation of 4o patients, including schizo- 
phrenia, manic-depressive, evolutional psychoses and anxiety Sonate, 
treated by convulsive therapy with metrazol. The results obtained, 
for the most part, agree with the findings of other observers. The 
excellent results obtained in depressive and anxiety states is em- 
phasized. 


StrveRMAN, Daniet and TuHorNer, Mervin. The Treatment of 
Meningitis Due to Pneumococcus, Type III, with Sulfanilamide; 
Recovery. Arch. Otolaryng. 30:431-436, September 1939. 

A case of meningitis of otitic origin with recovery from sulfanilamide 
therapy is reported. The experience at Philadelphia General Hospital 
with meningitis and the literature on the lethal type III infection is 
reviewed, and it is concluded that sulfanilamide and treatment of the 
source of infection, which usually is mastoiditis, offer the best therapy. 


Saxe, Eart and Freep, Hersert. Prolonged Non-Hypoglycemic 
Coma Occurring During the Course of Insulin Shock Therapy. 
J. Nerv. & Ment. Dis. 90:216-226, August 1939. 

The authors review the literature oa report 9 cases in which the 
characteristic findings were prolonged coma, convulsions, hyper- 
glycemia, protracted confusion and a fairly good prognosis, both 
physically and mentally. In practically every instance there was a 
rise in temperature and a comparable rise in pulse. The mental picture 
accompanying the emergence from prolonged coma suggests an organic 
deficit. The most significant abnormal choniond findings were hyper- 
glycemia and chloride depletion in the various body fluids, blood, 
> ge fluid and gastric juice. The pathophysiology is one in which 
the vegetative centers about the hypothalamus are most involved. 
ee may be classified as ‘‘a useful therapeutic 
accident. 
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